Background: Generally people with disabilities have high healthcare need that is likely as a result of primary condition causing the disability, comorbidity or their vulnerability to diseases. Despite these health challenges and need for healthcare those living in poor countries have poor healthcare seeking behaviour and experience unmet healthcare needs.
Materials and Methods
The survey was a cross-sectional survey in Jigawa state, Northwestern Nigeria. A total sample of 285 people with physical disabilities drawn from households was used in the study. The participants were recruited using a multi-stage strategy starting at the state level where five districts were randomly selected to represent the 9 health districts in the state. Two local government areas were randomly selected out of the local government areas in each district. Each local government was stratified into enumeration areas (EA) based on the 2006 Population Census. A total of 24 EAs were selected based on probability-proportional to size (PPS). It was calculated that a sample of approximately 25 eligible households from each of 24 EAs would be required to identify a representative sample of individuals with disabilities, assuming a disability prevalence of 5%, with a statistical power of 90%, a significance level of 95%, and an estimated design effect of 2.5. At the final sampling stage, approximately 25 households were randomly selected from each EA for a total sample of 600 households. People with physical disabilities in this study were identified based on two criteria; individuals who have any form of physical disability based on visible impairments/abnormalities affecting their mobility that lasted at least 6 months and those among them who reported having "some difficulty" or "a lot of difficulty" or "unable" in any activity including walking, climbing stairs, and or taking care of self. The second criteria were based on the short questions disability-screening instrument developed by the UN's Washington Group on Disability statistics (Washington Group, 2006) . Method of data collection was interview using a questionnaire comprising of the following sections: demographic and socioeconomic, health status, access to healthcare factors and healthcare utilization. The questionnaire was designed based on existing questionnaires and was validated among the study population. The independent variables identified were organized into predisposing (gender, age, education, employment) , enabling (income, SES), need (health status) and restrictive factors (distance from closest health facility, perceived quality of service and perceived cost of healthcare). Healthcare seeking behaviour and unmet need are the dependent (outcome) variable. Healthcare seeking behaviour is measured as the number of times respondents utilized healthcare in the last three times of illness episodes. Quantitative values are assigned for the purpose of data analysis. Non-attendance at a hospital/health centre for the last three illnesses is quantified "0" and identified as "rarely", whilst one attendance is quantified "1" and defined as "irregularly". Two attendances are quantified "2" and defined as "moderately regularly", whilst all three attendances are quantified "3" and International Journal of Public Health and Clinical Sciences e-ISSN : 2289-7577. Vol. 6:No. 
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Open Access: e-Journal defined as "regularly". Unmet healthcare need was measured for a participant who reported being ill and sought treatment. They were asked if they received all the treatment they needed and the response was recorded as either yes or no.
Result

Description of participants
The distribution of the variables studied is presented in 
Predictors of Healthcare seeking Behaviour
The result of univariate and multivariate regression analysis for healthcare seeking behaviour is presented in Table 2 . In univariate analysis, all independent variables were found to be significantly associated with healthcare seeking behaviour with the exception of marital status and perceived quality of services. In the multiple regression analysis, several variables continue to be significantly with healthcare seeking behaviour such as gender, age, location, SES, health status, and perceived cost of healthcare. Results of gender revealed that female respondents significantly sought healthcare more regularly than male respondents (1.53, 1.02-1.92). Similarly, respondents from age category over 50 years sought healthcare regularly than those from age group of 16-29 (1.43, 1.03-1.91). Respondents living in urban areas sought healthcare more frequently than those living in rural areas (1.05, 0.82-1.35). Result from SES level shows that being from rich SES was significantly positively associated with frequent healthcare seeking compared to those from poor SES (0.84, 0.64-1.17). Self-reported health status as a proxy for healthcare need was found to be significantly associated with healthcare seeking, those who rated their health as good were regular utilized more healthcare compared to those with poor rated health (1.43, 1.24-1.65). Among access factors, only 
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Predictors of Healthcare seeking Behaviour
The results of univariate and multivariate logistic regression analysis for unmet healthcare need controlling for healthcare-seeking behaviour is presented in Table 3 . From the univariate analysis, all the predictors with exception of marital status were significantly associated with unmet healthcare need. In multiple regression analysis, some variables continue to exert influence on the report of unmet need for healthcare such as gender, age, location, SES, income, health status, distance, and perceived service quality. The result shows that female respondents were more significantly more likely to report unmet healthcare need (1.53, 1.02-1.53). Those of older age category over 50 years were also associated with report of unmet healthcare need (1.48, 1.27-1.61). Living in urban areas had significantly reduced the odds of experiencing unmet healthcare need compared to those living in rural setting (1.05, 0.82-1.35). In contrast, those from a rich SES significantly had lower odds of reporting unmet healthcare need compared to those from poor households (0.84, 0.64-1.17). Also, those from households with total income of less than NN15,000 had significantly higher odds of reporting unmet healthcare need (1.33, 0.97-1.52). Result also shows that those who rated their health as good were significantly less likely to report unmet healthcare than those with poor health (0.27, 0.14-0.98). Travelling more than 4km for healthcare is significantly reduced the odds of reporting unmet healthcare need (0.99, 0.76-1.06). Perceived quality of care continues to be associated with unmet healthcare need as respondents that rated healthcare as good were less likely to report unmet need (0.56, 0.78-1.02). 
Discussion
This study investigates the influence of several factors on health care seeking behaviour and unmet health needs. A number of socio-demographic factors were found to associate with healthcare seeking behaviour and unmet healthcare need in this study. Gender showed strong evidence as a determinant of healthcare seeking and unmet healthcare; female respondents where found to utilize healthcare more frequently than males. This finding is intuitive considering that females have higher healthcare need than males and that the increased likelihood of unmet healthcare need could be due to specialized sexual and reproductive services needed that are not easily met in poor resource settings (Cameron, Song, Manheim, & Dunlop, 2010; Wang, Hunt, Nazareth, Freemantle, & Petersen, 2013) . This finding is similar to other studies of gender differences in healthcare seeking behaviour and unmet healthcare need (Ahumuza, Matovu, Ddamulira, & Muhanguzi, 2014; Badu, Opoku, Christopher, Appiah, & Agyei-okyere, 2015; Castro, Lefèvre, Lefèvre, & Cesar, 2011) . Age is found to be a significant determinant of healthcare utilization in this study as older respondents where found to have a higher utilization and unmet needs than younger respondents. This finding can be attributed to age-related differences prevalence of chronic diseases and specialized healthcare needs as well as in relevant behavioral health activities (Mulumba et al, 2014; McCarron, Cleary, & McCallion, 2017) . Other studies among people with disabilities reported similar findings where age was found to determine higher healthcare utilization among participants over 50 years (Badu et al., 2015; Yeung et al., 2016) . This study found no association between marital status and healthcare utilization and unmet healthcare need. In contrast, other studies have established an association between marital status where being married was positively associated with healthcare utilization and lower unmet healthcare need among people disabilities (Horner-Johnson, Dobbertin, Lee, & Andresen, 2013; Hwang et al., 2011; Lee, Kim, & Shin, 2014) . Living in urban areas was found to be significantly associated healthcare utilization and lower unmet healthcare need in this study. This could be due to disproportionately higher distribution of healthcare facilities and human resources for health in urban areas, a typical characteristic of sub-Saharan Africa health systems (Ayuba & Wash, 2016; Nwakeze & Kandala, 2011; Okeke & Okeibunor, International Journal of Public Health and Clinical Sciences e-ISSN : 2289-7577. Vol. 6:No. 
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Open Access: e-Journal 2010). This has been reported to be the case in some studies among people with disabilities (Ahumuza et al., 2014; Abdi et al., 2015) . With regard to the socioeconomic and access to healthcare variables, their relationship with healthcare seeking is intricately interdependent by the relationship between poverty and disability, which underlies difficulty in accessing healthcare among people with disabilities in terms of ability to reach and pay for healthcare seeking expenses (Gudlavetti et al., 2014; Moodley & Ross, 2015; Abdi et al., 2015) . As can be seen in the results, education and employment variables were not significant in the multivariate model. One explanation for this is that the two variables are significant only to extent they influence poverty through SES and income. Education, for example, has been shown in a study where the inclusion of a path between education and SES indicates that education significantly increases SES, which in turn reduces the barriers and increased healthcare utilization (Eide et al., 2015) . Other studies though, however, found that having education qualification is associated healthcare (Badu et al., 2015; Jeon, Kown, & Kim, 2015; Mal-sheri, 2012 ). In the same manner, employment and income are likely overshadowed by perceived cost of healthcare seeking as their effects became insignificant in the multivariate model. This is also likely because in contrast to developed countries, employment benefit in most developing countries does not include healthcare coverage and out of pocket payment is the predominant source of financing healthcare for most individuals and households especially in Nigeria (Puteh & Almualm, 2017; Okpani & Abimbola, 2015) . All these underpinned the predominant role of affordability of healthcare as a determinant to healthcare seeking among people with disabilities. However, the primacy of affordability is not only restricted to income and employment but also with regards to access variables, as only perceived cost associated with healthcare continue to be significant in the multivariate model despite distance and perceived quality of services been significant in the univariate model. The distance to a health facility that was insignificant in the multivariate model is a function of the cost of transportation, which is an important factor taken into consideration before utilization of services. Several studies showed that distance to a health facility in terms of high cost of transportation and availability as the main obstacles to healthcare seeking. The high cost was related to the price people with disability had to pay for the service and also for extra charges incurred in instances where a person using a wheelchair was required to pay double the fare and also pay for an assistant, as they need assistance to travel to health facilities (Abdi et al., 2015; Grut, Mji, Braathen, & Ingstad, 2012; Maart & Jelsma, 2014; Saloojee, Phohole, Saloojee, & Ijsselmuiden, 2007) . The influence of costs on healthcare seeking among people with disabilities could be due to the fact that they utilize more of hospital services, which has been documented to be high and a determinant of healthcare expenditure among people with disabilities (Moodley and Ross, 2015; Badu et al. 2015; Trani et al. 2010) . People with disabilities are more likely to utilize hospital facilities due to their high need for specialist services and emergency care. The high hospital healthcare seeking pattern among people with disabilities can be attributed to delay in receiving appropriate health care until conditions become poor or worsened leading to critical health conditions that require urgent care, ultimately generating higher medical costs. (Chirikos, Roetzheim, McCarthy, & Iezzoni, 2008) . For example, the rate of hospitalization for people with disabilities was found to be particularly high at about five times that of people without disability in India (Gudlavetti, 2014) . Another findings by Park (2014) and Hwang et al (2014) in Korea showed that people with disabilities had a twofold or more increase in the odds of using inpatient hospital services. However, while perceived quality of care isn't significantly associated healthcare utilization, it continues to be associated with unmet healthcare need as respondents that rated healthcare as good were less likely to report unmet 
Open Access: e-Journal need. Several other studies also found that users perception of service quality was positively associated unmet care needs especially in terms of behaviour and attitude of staffs as barriers to care (Gudlavetti et al. 2014; Ahumuza et al. 2014; Ahmad, 2013; Van Rooy et al., 2012) . Poor satisfaction with services in terms of quality and access to facilities were reported by Mulumba et al., (2014) as well as unwillingness by health practitioners to treat those with disabilities (Mal-sheri, 2012) . People with disabilities generally experience problems with quality of the services provided in a study by Trani et al., (2010) found that majority of people with disabilities in the study reported that quality of services as among the barriers for not seeking care. Communication difficulties and gaps between people with disabilities and service providers have been demonstrated to be an area of grave concerns that impacts quality (Van Rooy et al. 2012 ).
Conclusion and recommendation
This study found poor healthcare seeking behaviour among people with disabilities, which was influenced by several factors. To this end, governments at all tiers should ensure equitable access to health care delivery for people with disabilities by healthcare that is responsive to their needs. Inclusive development policies should promote the creation of enabling environment to enhance participation in health care delivery. People with disabilities should be encouraged to utilize healthcare facilities by organizing a sensitization program to create awareness about the importance of using modern healthcare facilities. Innovative strategies are needed to reach out to people with disabilities, especially women and elderly with disabilities. There should also be establishment of public health centers in the core rural areas that will increase the proximity and accessibility of disabled people to health facilities. Health promotion programs need to be tailored to the needs of this population and by using communication channels that are appropriate and acceptable. Another recommendation is to target people with disabilities with social protection schemes including exemption to enable them to access routine services and rehabilitation services. Consider non-medical costs by providing support to meet the costs associated with accessing health care, such as transport or consumables in order to lower costs associated with seeking health care services. Service providers need to be trained on proper communication with people disabilities as they have been have reported to feel uncomfortable communicating with people with disabilities.
